In the first case the pelvis was normal; the woman had eight previous easy labours, yet the ninth, with a large child, ruptured the -vagina, almost completely separating it from the uterus, and rendering immediate hysterectomy necessary.
In each case the object of the hysterectomy was twofold: (a) As an essential step in the control of heamorrhage; (b) Case of Sacculation of a Gravid Bicornute Uterus.
By T. G. STEVENS, F.R.C.S.
A. M., aged 32, admitted to St. Mary's Hospital on February 21, 1920, with the history that labour started on February 19. Although the patient was in great pain, especially in the back, the uterine -contractions did not appear to be very powerful. On examination the foetal head was found to be at the upper part of the uterus, which -appeared to be of the size of very nearly a full-time pregnancy.
Per vaginam the upper half of the pelvis was filled up by a fluctuating swelling which depressed the posterior fornix, whilst the os uteri was completely out of reach in front of this mass. The pulse on admission was 101 and the temperature 97°F. This patient had been seen by myself some three months previously, when a similar but smaller swelling was felt per vaginam behind the cervix, which even at that time was raised so as to be only just within reach of the examining finger. The swelling was then diagnosed as an ovarian cyst, and although it was immovable it was thought advisable to wait until labour started before doing any operation, in the hope that the tumour could be removed and then delivery completed per vias naturales. At the time of admission, which was a fortnight before the time of expected delivery, the swelling was still thought to be an ovarian cyst obstructing delivery, although it was very unusual in that it completely filled the pelvic brim and upper half of the pelvic cavity. As the cervix was above the pubes and could not be reached at all, and the patient was in great distress, it was determined to perform Cassarean section and then deal with the tumour. On opening the abdomen it was noticed that the bladder was much higher than usual, but the uterus itself presented no striking abnormality. The usual median incision was made in the uterus and the foetus extracted, the breech being low down in the brim of the pelvis. On delivering the uterus through the abdominal incision it was found that the pelvic swelling was really a sacculation of the uterus itself formed by the greatly distended anterior wall, the actual fundus being held down in the pelvis by a firm adhesion 14 in. broad by W in. thick. The expansion of the uterus had therefore taken place almost entirely at the expense of the anterior wall. Further, a more solid projecting mass was pulled up out of the pelvis attached to the left side of the expanded uterus. This at first was thought to be a fibroid, but it proved to be the enlarged, thickened but not expanded half of a bicornute uterus. The adhesion was divided and when the fundus of the uterus was brought up, it presented a typical picture of a bicornute uterus one half of which was about twice as large as the other. The cervix at first could not be found, but it was located as a flattenedout structure in front and below, making an acute angle with the impregnated half of the uterus; it only just admitted one finger and had hardly commenced to dilate. The uterus contracted well and there was very little haemorrhage-unusually little. The uterine incision was found to be almost vertically below the angle between the two cornua, so that it opened the unimpregnated half as well as the cornu which had contained the fcetus. The child was in a condition of white asphyxia, but recovered after a hot bath and artificial respiration. The mother made an uninterrupted recovery and went out with the child on March 11.
Cases of sacculation of the gravid uterus are very rare events and have usually been believed to be the result of retroflexion in the early months of pregnancy. The patient, E. T., was aged 40, and had had three miscarriages at intervals of six years, the abortions taking place at the seventh, fifth, and second month respectively. The last miscarriage was six years before her admission. The history was that she had been taken ill with sharp pains in the left iliac region at 2 a.m. on the day before admission. Throughout that day the pains continued and spread over the whole abdomen, whilst vomiting and retching distressed her. She was admitted to hospital about thirty-six hours after the onset of pain. On admission it was elicited that the last period was in February, four months previously. She believed herself pregnant, for she had morning sickness and enlargement of the breasts. The temperature was 990 F., pulse 80, and respiration 20. The abdomen was rather tumid and there was general tenderness, especially in the hypogastrium.
